Background: Malnourished children are more prone to infectious diseases including severe 22 diarrhea compared to non-malnourished children. Understanding of the differences in the 23 presentation of severe diarrhea such as cholera in children with varying nutritional status may 24 help in the early identification and management these children. However, data are scarce on 25 differences in the presentation in such children. Thus, we aimed to identify the clinical 26 differentials among children with cholera with or without malnutrition. 27 Methods: Data were extracted from diarrheal disease surveillance system (DDSS) of the Dhaka 28 Hospital of icddr,b for the period, January 2008 to December 2017. Among under-five children, 29 cholera positive (culture confirmed) and malnourished children (weight-for-age, weight-for-30
Introduction 63
Cholera is a leading public health concern globally, with an estimated 1.3-4.0 million cases 64 occurring each year, worldwide [1] . Moreover, a significant disease burden of cholera has been 65 reported in young children [2] . Higher rates of malnutrition among pre-school children have been 66 observed in Bangladesh [3] . Malnourished children are at a higher risk of severity of diarrhea 67 and death, moreover, the disease severity has been found to be associated with nutritional status, 68 body size, and etiologic agents of diarrheal episodes [4] . A study in Brazil reported that the 69 clinical presentations of early childhood severe diarrhea may vary because of diverse etiologies. 70 Understanding of the differences in the presenting features of severe diarrhea especially in 71 cholera, that are associated with varying nutritional status of the young children is thus critically 72 important for early identification and management these children. Hence, with an attempt to 73 address the existing knowledge gap as well as to share research findings with policy makers for 74 formulating better case management strategy we undertook this study to examine the clinical 75 feature differentials among children infected with Vibrio cholerae who presented with or without 76 malnutrition. Committee) for data analysis. ERC was also pleased with the voluntary participation, 84 maitainance of rights of the participants and confidential handling of personal information by the 85 hospital doctors and accepted this consenting procedure. At the time of enrolment into DDSS, 86 verbal consent was obtained from the parents or the attending caregivers of each child following 87 hospital policy. The verbal consent was recorded by keeping a check mark in the questionnaire 88 that was again assured by showing the mark to parents or caregiver. DDSS is a routine ongoing 89 surveillance in hospitals of icddr,b located in Dhaka, Bangladesh. At the time of consenting, 90 parents or caregivers were assured of 'any risk being no more than minimal risk', 'their 91 participation is voluntary', 'their rights to withdraw from the study, and 'the maintenance of 92 strict confidentiality of disclosed information. They were also informed about the use of 93 collected data for analysis and using the results for improving patient care, conducting researches 94 and also publication without disclosing the name or identity of their children. commonly reported to the facility at evening hours (6 pm -12 mid-nights), often had history of 135 cough within the last seven days, and were found to seek out care for dehydrating diarrhea. The 136 cases often required longer hospitalization than the controls (Table 1) evening hours, presented with dehydrating diarrhea, and had longer stay at hospital (Table 2) .
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Another logistic regression revealed no significant association between untreated drinking water, 145 non-sanitary toilet use, febrile illness and cholera in malnourished children. The present study observed different features of cholera in children with or without malnutrition.
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The most important significant observation is the 67% excess risk of dehydrating diarrhea in 
